"The Pause" was first practiced by a nurse at a Level 1 trauma center to honor the death of a deceased patient. This practice has spread internationally and is used in emergency departments, intensive care, transplant, and oncology units, in addition to pre-hospital settings. There is a paucity of research published on the effects of The Pause for health care workers. We used a three-staged Delphi methodology to understand the barriers, benefits, and language used in The Pause. Analyses of email communication and interview transcripts suggest that The Pause poses minimal risk and has considerable benefits. Benefits include increased perceived team cohesion, a moment for reflection, and a method by which to honor a deceased patient. The Pause allows nurses to feel more present to meet the needs of the next patient they care for during a shift. Further research is merited.
cardiopulmonary resuscitation (CPR) was in progress, and, like 90% of patients who have CPR started in the field, this patient did not survive (Hasselqvist-Ax et al., 2015) . After the attending physician pronounced the time of death, the nurse made a bold remark. He told the team to wait for a moment before moving on to the next patient. He asked them to pause and honor the life that had just ended. He asked them to consider that this patient may have had a family, that the patient loved, and the patient was loved by others. He then reminded the team that they all had tried their best to save the patient and that everyone should recognize the team's efforts. He asked for a few seconds of silence. The Pause, as a practice, is grassroots and it originated as a counter to a religious or spiritual practice in which a chaplain would be the one to ask for a moment of silence when a patient died, a moment of silence oftentimes tending toward Christian prayer (Bartels, 2014) . Within a few years, "The Pause" spread internationally and is used in various settings, such as oncology, transplant, intensive care, prehospital, and emergency (see Figure 1 ). In addition, educators have incorporated The Pause in nursing and medical curricula (Ducar & Cunningham, 2018) .
Interventions Needed to Reduce Caregiver Stress
Financial motivations aside, many clinicians enter health care with the desire to engage in a meaningful profession-to help others (Cherniss, 2016; O'Grady & Richards, 2010) . High-risk occupational demands, however, increase clinicians' risk of burnout and other work-related stress (Stansfeld & Figure 1 . Reported locations where The Pause is in use (Ducar & Cunningham, 2018) . Candy, 2006) . Because of this, there is an ongoing push to assess and ameliorate burnout in the workplace (Dyrbye et al., 2017) . It is evident that self-care practices, such as exercise, may decrease stress (Shanafelt et al., 2012; West, Dyrbye, & Shanafelt, 2018) . In fact, a summative body of evidence supports the use of long-term contemplative practices (meditation, mindfulness, and yoga) as a way not only to reduce the risk of burnout but also to foster compassion (Jazaieri et al., 2018; Lacaille et al., 2018; Orellanaios et al., 2018) . However, it is not always feasible to expect clinicians to commit time in their schedules to develop a long-term (30-45 min, daily) practice, such as meditation, that they can sustain for more than a few months. Modern health care demands raise the question as to whether short-term practices-a few minutes at a time-might also decrease the perceived stress and increase perceived compassion.
It is imperative to collaborate with clinicians to help them find ways to manage the stressors of the work they experience, so that they may flourish in this lifelong vocation. Self-regulation and reflection have been shown to serve as a buttress against burnout. Specifically, micro-breaks have been shown to negatively predict fatigue and positively predict vitality (Zacher, Brailsford, & Parker, 2014) . Moreover, moments of individual and communal rejuvenation, such as brief "check-ins," have been shown to decrease stress and improve well-being (Dababneh, Swanson, & Shell, 2001) . While short-term practices have been shown to decrease perceived stress, none have been shown to increase perceived compassion.
Many health care providers believe meaning-making and compassion are lost in modern health care (Rosenthal & Verghese, 2016) . Meaning-making has been shown to directly reduce stress at work (Allan, Douglass, Duffy, & McCarty, 2016) . It is possible that practicing The Pause-a short-term practice-may decrease perceived stress and foster perceived compassion and meaning-making, while creating a sense of unity among team members working in the face of death. The gap in the literature on use of The Pause is considerably large. A literature review for The Pause revealed just three articles on the use of The Pause, only two involved research about this practice (Ducar & Cunningham, 2018; Kapoor, Morgan, Siddique, & Guntupalli, 2018) .
Purpose
The overall objective of this study is to analyze barriers to and benefits of The Pause while understanding how clinicians use it in "real-time" in various health care settings. By examining how clinicians, administrators, and educators use The Pause, barriers to its use, and benefits, we will provide an argument for the development of this tool that may complement professional well-being in health care settings. Using a Delphi methodology, we aim to provide a clearer understanding of this practice. We propose a working description of The Pause that is derived from health professionals in the various entities that employ its practice.
Method
We chose a three-step Delphi methodology to build a real-time understanding of The Pause. Real time is defined by how clinicians and educators currently use The Pause in clinical and academic settings. Researchers in nursing, global health, business, and medicine have used the Delphi approach as a model to build consensus among experts (Ager, 2008; Baker, Lovell, & Harris, 2006; Palter, MacRae, & Grantcharov, 2011) . Delphi practices consist of email correspondence with a sample of specialists or experts in a given field. Domains of the original questions were based on foundations of contemplative end-of-life practices along with systems-based theoretical underpinnings of the ability of contemplative practices to be integrated in a busy clinical environment. The questions were rooted in four contemplative endof-life themes, shown to be significant in the literature, including the power of presence, cultivating compassion, recognizing grief, and self-care (Rushton et al., 2009) . Each participant responds to questionnaires, the research team analyzes the results, and then the researchers generate a follow-up questionnaire which is sent again to participants. This cycle can happen multiple times until saturation is met. Each round of the methodology is designed to help the team hone in on the research question (Hsu & Sandford, 2007) . The three questionnaires developed for this study are reflected in Tables 1 to 3 . Each questionnaire for this study was designed to be shorter in length as compared with the previous questionnaire to more succinctly define the practice of The Pause. The third cycle, or questionnaire, focused specifically on the language used when The Pause is administered. All questionnaires were written in English.
We used convenience sampling and a snowball technique. We sent initial emails to individuals who had corresponded with the creator of The Pause and who stated that they had implemented or wanted to implement it in their workplaces. It is important to note here that the creator of The Pause is not a co-investigator on this research; however, he did share with us email addresses of people that had contacted him about using The Pause. We used those email addresses to send our initial questionnaire. Attached to the first questionnaire was a prompt asking if the respondents knew of other colleagues who use or teach The Pause. If a respondent listed other colleagues who use The Pause, the research team sent them an initial questionnaire as well. Inclusion criteria How has use of "The Pause" affected the culture of the unit or work environment where you practice/teach it? Do colleagues who practice "The Pause" see it as religious?
Is this a concern in your workplace? What kind of professionals are using "The Pause" in your workplace? ( included that all participants were 18 years old or older and worked in clinical or academic health care settings. After each researcher completed a reflexivity exercise, they reviewed the data and began the codebook generation. The reflexivity exercise, based on the work of Evans, Nistrup, Henderson, Allen-Collinson, and Siriwardena (2018) , consisted of a six-question questionnaire that each author completed before viewing any of the data we collected (Table 4) . We aimed to assess each author's knowledge of and connection to The Pause before data analysis. The primary author kept a file of all responses. When the authors began field notes and open coding, the primary author used these reflections as a touchstone for discussion when there was disagreement or questionable subjectivity about codes.
Analysis was guided by qualitative descriptive methodology (Sandelowski, 2010) . The three authors collaborated on the process of open coding, then axial coding to produce a data display. The analytic frame was guided by an open coding strategy applied to the entire data set followed by an inductive theme development using thematic analysis (Sandelowski, 2010) . The text data were analyzed by immersion in the data, a line-by-line analysis, and data reduction; codes were grouped together to form tentative categories and eventual themes. This process was iterative in that questionnaires came in at various points during the 9-month period of data collection and early analysis informed the framing of subsequent questions. Trustworthiness was addressed in several ways: aspects of the study design were open for review to members of the research team, reflection on prior assumptions and beliefs about the topics discussed, keeping an audit log for analytic decisions, and iterative review of the codes and eventual themes (Lincoln & Guba, 1985) . To strengthen the credibility of our findings, all participants were sent themes and asked for their responses as to whether they agreed or disagreed with our results as a form of member checking (Lincoln & Guba, 1985) . All transcripts were de-identified upon receipt and then uploaded to Dedoose (8.0.42) for data organization and coding. This research was granted exempt status from the University of Virginia Institutional Review Board (2017-0314-00).
Results
Sixty-three emails were sent with initial questionnaires. Email recipients who report using The Pause represented four continents and spanned multiple regions within the United States and South Africa (see Figure 1) . Eleven respondents completed the first round of questionnaires; 10 respondents completed the second round and five completed the third round. Table 5 provides demographics of respondents and also health care units where The Pause was reported being used. Twenty-one transcripts were received (some of which included responses to Questionnaires 1 and 2 in the same transcript). Thirty codes were generated during open coding, and then codes were merged to generate a codebook of 22. Of those, codes were determined to be thematic (19) and content (3) ( Table 6 ). Themes that were generated-Barriers to Pause, Benefits of Pause, and Language of Pause-frame the meaning and use of this practice.
The three authors who completed the coding were faculty colleagues and one graduate student. The two faculty are experienced in qualitative methods, and they are both nurses who have experience with The Pause in clinical and classroom settings. The graduate student has clinical background as a nurse and emergency medical technician (EMT) in which she has used The Pause. In the sections that follow, excerpts from transcripts are designated with two numbers, the first represents the questionnaire to which the responded was referring (1-3) and the second number reflects the individual de-identified transcript. 
Barriers to The Pause
Codes that contributed to Barriers to Pause were as follows: Risk-Distress, Risk-Reflection, and Introspection. Although asked about risk in the first two surveys, for a total of four questions, respondents indicated that there was minimal risk for this practice. Respondents' primary concern was that clinicians might interpret The Pause as being "mistaken for religious practice" (Transcript 1.11/2.6). Some participants of The Pause do not see this as a risk as long as the organizational intention of the practice is made clear:
Initially that was a concern that The Pause is a religious thing, but after training and information sharing all staff now understand that they may use it within the own religious believes or a non-religious. (Transcript 2.7).
One participant highlighted this and the risk of others interpreting The Pause as religious:
The only negative that I ever heard involved a pause run by a chaplain who made it religious. It is not meant to be religious. What individuals think about during the moment of silence is personal and up to them. (Transcript 2.2)
One core aspect of "The Pause" seems to be that it is designed to be vague and self-referential (i.e., dependent on how the clinician desires to interpret it). This inclusive nature of The Pause can be lost if the intention of the practice itself is not discussed before it is used clinically. A participant recognized the concerns of religiosity in this practice and then suggested how the risk of religious association may be mitigated:
When presenting "The Pause" during orientation, I speak of "The Pause" to be what you need it to be for you so that you may go about your day and be at peace; not necessarily religious. Never have I had a negative comment when presented in this way! The Pause empowers each individual to offer support without imposing their beliefs on others. (Transcript 2.3)
Mention of religion was more common in responses regarding risk. Many respondents chose not to reply to questions about risk or wrote "N/A" in those fields. Another factor that surfaced among participants reflected a concern that the practice of The Pause could stir uncomfortable emotions because clinicians are giving a chance to reflect. Comments like "Staff's reluctance to do it for fear of facing their own emotions" (Transcript 1.6) so much that "some may become distressed" (Transcript 1.4) were infrequent responses. Nevertheless, they merit attention and will be addressed in the "Discussion" section.
Benefits of The Pause
Benefit to the individual caretaker was a prominent theme among respondents. For both practitioners and "those who teach [The Pause] see it as a self-care, centering practice" (Transcript 1.11/2.6). Self-care in the case of The Pause refers to practices which can lead to a sense of grounding or "centering" (Transcript 1.7) as cited by another participant. This sense of selfcare resulting from The Pause resonated with the idea of care for the entire team, as well.
Care for the team, which some participants considered a "self-care experience for cumulative loss for [the team]" (Transcript 2.5), was the most prominent code in this analysis. Even though The Pause occurs for a short period of time, those who practice it suggests it is important to keep the team's efforts in mind as it "allows a space for the care team to reflect on the patient and their care for the patient and family" (Transcript 2.5). The Pause is a practice in which any member of the team can ask for it: nurses, physicians, chaplains, patient care technicians, pharmacists, or housekeeping staff. It inherently encompasses the team and has changed participants' views of their relationship with their team: "We have realized that we all work together as a team in the resuscitation of the patient but also now provides that last bit of dignity to the patient as a team post-death" (Transcript 2.7). This excerpt shows how The Pause may focus on the team, but that focus extends toward the patient who died, as well.
Among the self, the team, and the deceased, the data suggest a trajectory of benefit described by those that practice The Pause. The code named "Honor" reflected how some participants felt that The Pause supported the deceased patient. This code was formulated in-vivo as the term "honor" itself was frequently used. One participant reports, "When a patient dies on our unit, all staff are invited to participate in a Pause, a moment of silence to recognize and honor the life that was lost" (Transcript 1.8). Terms like "respect" (Transcript 1.4) and "dignity" (Transcript 1.6) aligned in the discussion of how The Pause provided honor to the deceased. One respondent mentioned how they use The Pause not only immediately after the death of a patient but also on a regular basis to honor all patients who had died on the unit: "We use it in real time after a traumatic loss or the untimely death of a young patient. . .it has been used for over 24 hours at each huddle to mark the death of a favorite patient for staff" (Transcript 1.10). The versatile nature of The Pause suggests flexibility in which it can occur immediately at the time of death or in meetings or ceremonies to honor all of the deaths experienced on a hospital unit.
Words like "invitation" were also common in these codes, thus suggesting that the practice of The Pause not be obligatory. When the team is invited, and those who choose not to participate can leave the space, it is believed that the following occurrence can happen: (Note how the following excerpt encompasses the three concepts above of The Pause supporting the individual clinician, the team, and the deceased patient.)
Staff sees the patient as a human being instead of a naked, lifeless body on a stretcher. During this time staff is also recognized for their efforts. Giving active CPR is a physically draining exercise and "the pause" acknowledges not only the staff's physical efforts but goes beyond to acknowledge the emotional toll it can take on all involved. We gather everyone involved, and this gives them a short period of time for comfort and to deal with their own feelings. (Transcript 2.3) In agreement with the previous statement, some participants inferred that The Pause benefits other patients who had nothing to do with, or any awareness of, the death that triggered The Pause.
Participants suggested an interconnectedness with compassion, self-care, and ethical care for other patients. One participant reported that "The patients on the unit-see compassion by the staff after death" (Transcript 2.7). It is unclear what the participant meant by the term see that most living patients in a hospital unit would not visibly witness The Pause being performed over a dead body. It is possible that this participant meant that patients experience or feel compassion from a health care team member after they have done this act over a deceased person. Some consider The Pause an act of compassion. A participant further examined the possibility that The Pause might improve patient care:
Likely other patients would benefit because the caregivers are better able to regulate their emotions through stillness and then be present with the next patient and respond to their suffering compassionately, with prosocial behaviours. (Transcript 1.11/2.6) It is through a "sense of closure" (Transcript 2.2) that clinician can move on to treat other patients. Essentially, The Pause allows clinicians to catch their breath before having to move onto the next patient or care situation. "It gives us a chance to acknowledge our feelings and catch our breath before we move on to care for the next patient" (Transcript 1.8). One participant summarized the practice in that it is a paragon for patient-centered care. The Pause helps clinicians care for themselves, their team, the deceased patient, and ultimately the rest of the patients that they will treat that day.
The Language of The Pause
The third cycle of this Delphi Methodology focused on the language used when people facilitate The Pause. No two responses were the same. The website created by the founder of The Pause suggests the following text:
Could we take a moment just to Pause and honor this person in the bed? This was someone who was alive and now has passed away. They were someone who loved and was loved. They were someone's friend and family member. In our own way and in silence let us stand and take a moment to honor both this person in the bed and all the valiant efforts that were made on their behalf.
(45 seconds to a minute of silence.) Thank you everyone. (Bartels, 2015) .
Of data collected for this study, the most succinct response was "We would like to pause for a moment of silence to recognize and honor this life that was lost and to acknowledge the hard work that we do. (45-60 seconds of silence). Thank you all" (Transcript 3.4).
Other responses were longer with regard to text. Table 7 provides more examples of how The Pause is used. These examples illustrate the variation within which one can facilitate this practice to meet the needs of a unit or culture. These data suggest that while the intention of The Pause is similar in how it is used, the language to apply it is different. 
After organ harvesting (done by the organ donor team, family might be present):
"Let's reflect on the life just lost and the gracious gifts of life that he or she is going to give to other people, let's reflect on the efforts of both the donor team as well as the long hours of surgery no ahead of the recipients teams and recipient patients." (Transcript 3.5) "Let's pause, for a moment, of the life just lost and the dignity that the life (even in death) still has for us, let's reflect of each member of the team in the effort to save the life and respect our own feelings in the process." (Transcript 3.5) "We would like to pause for a moment of silence to recognize and honor this life that was lost and to acknowledge the hard work that we do (45-60 seconds of silence). Thank you all." (Transcript 3.4) "May I ask that no one leave yet? Can everyone in the room just take a moment to recognize (say the patient's name) and we all have a moment of silence? After the moment of silence I ask to recognize the staff and their efforts during the code." (Transcript 3.3)
Discussion
We are one of the first to formally assess the use of The Pause in health care settings. Our analyses suggested that this practice is fluid, and we found benefits and barriers to this practice. It is fluid in that each participant reported using different words when intervening with The Pause. The only barrier mentioned in this practice was the potential religiosity assumed by practicing The Pause. Participants discussed many benefits of this practice, far more frequently than they discussed barriers to the practice, in fact some respondents said that there were no barriers or risks to this practice. Some of our findings suggested that The Pause is a form of debriefing. Nursing literature supports the use of a debrief following a tragic event in a hospital or pre-hospital setting (Copeland & Liska, 2016; Dietz, 2009) . Some argue for debriefs after every death, even if the death has been predicted (Zinns, Mullan, O'Connell, Ryan, & Wratney, 2017) . What is not clear is when a debrief should occur or what, specifically, should take place during a debrief so that it may support clinicians and not make them feel worse for the death of a patient. Sweberg et al. (2018) discussed "cold-debriefing" as compared with "hot-debriefing," which suggests the period during which a debriefing should occur (hot-shortly after an event; cold-days or weeks following an event). The evidence is mixed on what debrief timing and methodology should be used. Furthermore, it is important to take into account the setting of where the debrief should happen (Chinnock et al., 2017 ). There appears to be consensus on the importance of debriefing, at a granular level, the details, in the literature about the best forms of debriefing, remain unclear.
There is a debate between debriefing methodologies, specifically using a crisis intervention for every event versus personalized psychological support. Critical Incident Stress Management (CISM), a type of crisis intervention designed to provide support for those who have experienced traumatic events, has been deployed in many post-crisis settings. There has been documented concern, however, that CISM does not decrease the potential for posttraumatic stress disorder (PTSD) among caregivers and its risks may outweigh its benefits (Bledsoe, 2003) . One meta-analysis concluded that non-CISM interventions were more effective than CISM interventions in improving recovery from trauma (van Emmerik, Kamphuis, Hulsbosch, & Emmelkamp, 2002) . Moreover, CISM was found to be ineffective in preventing PTSD (Rose, Bisson, & Wessley, 2002) . Skeptics of CISM argue that competent mental health clinicians should offer psychological first aid (PFA; Litz, Gray, Bryant, & Adler, 2002; National Institute of Mental Health, 2002; World Health Organization [WHO], 2003) . PFA is broadly defined as an array evidencebased practice designed to support caregivers and, in some cases, military personnel who have witnessed trauma (Shultz & Forbes, 2014; Westphal & Convoy, 2015) . Similar to The Pause, trauma-informed PFA approaches are rooted in a proper assessment, conveying compassion and, most importantly, not compelling others to talk who do not wish to talk (Ruzek et al., 2007) . We do not argue that The Pause serves as a debriefing, but rather, PFA can be integrated into team-based care to continue to offer support following The Pause. This means that all members of the team receive trauma-informed education, resources, and practical, supportive care, while also maintaining a respectful distance, to prevent re-traumatization long after the initial traumatic experience.
While not a debrief, The Pause may provide necessary space for the individual to reflect and decompress. It has components of PFA (Ruzek et al., 2007) . It allows a brief amount of time for the care team not to have to rush off to see another patient. It also allows, by invitation, anyone to stay and participate or leave the room if they do not want to participate in it. Consistent with the psychological literature, the invitation-based nature of The Pause may reduce the harmful effects of psychological trauma. People who participate in The Pause have the freedom to do whatever they like, mentally, during the silence-some may pray, some may meditate, some may be future-oriented, some may reflect on the team, and the patient. The non-prescriptive nature of The Pause, so long as the leader establishes it as a non-religious practice, may allow some care providers the opportunity for a short, personal debrief, if that is what they choose. In short, The Pause allows the team to process. The Pause would manifest into a structured debriefing if it was more strictly scripted and the evidence in this study suggests that that would not be beneficial. This finding is consistent with the literature regarding CISM that an inauthentic and forced intervention could be harmful (WHO, 2003) . The Pause is considered unstructured as evidenced by its non-mandatory naturepeople may choose to participate or not-and how the language used in The Pause changes from workplace to workplace.
The benefits of The Pause need to be understood more clearly. Kapoor et al. (2018) conducted a study in an intensive care unit (ICU) that uses what they call the "Sacred Pause," which is based on The Pause. Their work used Likert-type scales among physicians and nurses who use the Sacred Pause and found that its use increased perceptions of closure and resilience while decreasing feelings of cumulative grief. They assert that use of the "Sacred Pause" may mitigate perceptions of burnout. We concur with this assumption and also agree with Kapoor et al. (2018) that much more investigationquantitative primarily-should explore on this topic.
These findings are not generalizable due to their qualitative nature. However, they provide information from which future quantitative studies may develop robust hypotheses. Participants in this study were mostly early adopters of The Pause. Thus, their discussion of benefit over risk may have been biased. The nature of the Delphi methodology, using email, the primary form of communication, prevented the authors from assessing nuance from the participants as they may have taken note of if interviews had been run, in-person. This study had a small sample size in which attrition was also problematic. Not all participants completed all three of the questionnaires.
Our objective was to provide a clearer understanding and working description of The Pause including a discussion of the benefits and barriers to its use. Our research revealed a primary concern that was considered a risk of The Pause being seen as a religious intervention. Infrequently, participants mentioned that drawing attention to a traumatic event may risk uncomfortable experiences.
These data have illustrated that the benefits, for our participants, outweigh the barriers. Participants discussed the individual benefit of grounding and centering practices in fostering well-being. The Pause may also mitigate burnout; however, more research must be conducted using validated psychometrics and physiometrics. This article does not assume that practicing The Pause will reduce the risk of burnout. It should be noted, however, that respondents in this study reflected on some aspects of The Pause, such as its ability to honor the team and to foster meaning. These aspects are associated with being potential methods to assuage burnout (Panagioti et al., 2017) . In concordance with trauma-informed literature, The Pause may provide an authentic, non-forceful, way to support team-members while not encouraging conversations when it is too soon. Many participants reported feeling a communal aspect of being united as a team, while also honoring and respecting patients. More research should be conducted on when The Pause occurs and how it is integrated into care. Specifically, it is important to measure the systemic effects of The Pause, how it benefits not only a provider but also a team and patients not-involved in the incident. What is more, we hope to see future research on The Pause that has larger sample sizes and quantitative measures that can assess burnout and how it may be affected by this intervention. We believe The Pause allows clinicians to be more present for the next patient. Perhaps most importantly, The Pause permits clinicians to foster meaning in uncertain times and bring a chance to breathe within a hectic health care environment.
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